'It is curious', began a letter to the Lancet published in 1985, 'that, in a language as descriptively rich as English, no clear distinction is made between a spontaneous and an induced expulsion of the contents of the uterus in early pregnancy. ' The communication, printed under the heading 'Miscarriage or Abortion?', came from a group at St Mary's Hospital London led by Richard Beard, then Professor of Obstetrics and Gynaecology. 1 It continued: 'Doctors use the word 'abortion' regardless of whether it was a spontaneous or induced event, yet our patients always speak of 'miscarriages' unless they have had a termination of pregnancy. It seems likely that the words have been interchangeable for many centuries...' Beard et al described the offence caused to those women who miscarry 'by the use of the word abortion to describe their condition'. They appealed to doctors and all health professionals 'to start using the word miscarriage rather than abortion for a spontaneous pregnancy loss before 28 weeks of pregnancy. ' Seven years later psychologist Beverly Chalmers asserted that 'publications in the British Journal of Obstetrics and Gynaecology have taken heed'. She observed 'a change in terminology used before and after the editorial (sic) by Beard et al'. 2 In a 1997 British Medical Journal (BMJ) editorial Emeritus Professor of Obstetrics Geoffrey Chamberlain also credited Richard Beard with moving clinicians towards a more empathetic practice. 3 If the terms 'miscarriage' and 'abortion' had, among doctors, been 'interchangeable for many centuries' as Beard and his colleagues suggested, why did they call for change in 1985? Did medical language change subsequently? If so, why? What factors, other than Beard's Lancet letter, might explain a change in the medical language of early pregnancy loss?
With these questions in mind, I hand-searched the Lancet, BMJ and British Journal of Obstetrics and Gynaecology for indexed references to 'miscarriage', 'abortion', 'spontaneous abortion' and 'early pregnancy loss' between the years 1960 and 2010. These references were reviewed and coded in an effort to chart the changing use of terminology and understand those changes in the context of changing medical knowledge and clinical practice. I also obtained and reviewed consecutive editions of the seminal Ten Teachers' textbooks of Obstetrics and of Gynaecology (first published in London respectively as Midwifery in 1917 and as Diseases of Women in 1919 and in print ever since). The 10th (1961) to 14th (1985) editions of Obstetrics (nee Midwifery), and the 9th (1953) to 16th (1995) editions of Gynaecology (nee Diseases of Women) were used to gain insight into established textbook knowledge and attitudes available to students and clinicians over time.
My interpretation of these sources has been influenced by my experiences of working as a general practitioner, as a doctor in an emergency gynaecology department, and as a researcher conducting a clinical study of early pregnancy loss as well as by my readings of feminist accounts of abortion law, 4 5 ultrasound, 6 the medicalisation of pregnancy 7 8 and of pregnancy loss. 9 
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TERMINOLOGY IN MEDICAL JOURNALS AND TEXTBOOKS
In 1992, Beverly Chalmers perceived the impact of Beard's 'Miscarriage or Abortion?' Lancet letter upon papers published in the British Journal of Obstetrics and Gynaecology. 2 She had reviewed the titles of articles on the subject of early pregnancy loss at the beginning and end of the 1980s and found that 'whereas almost all the papers at the start of the decade used the term 'abortion' in their titles, none of those published later did so. ' This trend can be analysed in greater detail. The graph in figure 1 plots the annual incidence of articles published on the subject of early pregnancy loss in the British Journal of Obstetrics and Gynaecology from 1975 to 1999; it differentiates between those using 'abortion' and 'miscarriage' in their titles. Around 1986, a definitive flip occurred in the titles of articles referring to early pregnancy loss: from the exclusive use of 'abortion' to 'miscarriage' as the descriptor.
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Meanwhile, in the BMJ, use of 'abortion' or 'spontaneous abortion' in article titles referring to early pregnancy loss declined slowly between 1985 and 1995 (See figure 2) : thereafter 'miscarriage' is always employed.
In the Lancet a shift in the terminology of early pregnancy loss is less obvious, but a divergence between the incidences of 'abortion' and 'miscarriage' becomes apparent after 1985 (see figure 3 ).
In the BMJ and Lancet, the gradual change in published article titles suggests a gradual shift in terminology used by contributors, rather than deliberate editorial policy on the part of the journals. Closer inspection of published articles supports this conclusion of variable and slow-changing use of terms among doctors. In 1987, a paper on management of threatened miscarriage published in the BMJ consistently uses the term 'miscarriage' throughout;
11 yet while some correspondents responding to the article used only 'miscarriage' in their letters, 12 others used the term 'abortion' exclusively. 13 Similarly, in 1991 the BMJ published an editorial titled 'Recurrent miscarriage' 14 to which two correspondents responded: one letter headed 'Recurrent miscarriage'; 15 the other, 'Recurrent abortion'. 16 Medical journals in fact appear slow to have acknowledged the changing use of language by their readers: 'Miscarriage' appears for the first time in the index of the BMJ in 1978, and until 1999 readers looking under 'M' were advised 'Miscarriage-see abortion'. In the indices of the Lancet, 'miscarriage' only appears after 1988 and readers were referred to 'abortion' until 1994.
As late as 1995, the Ten Teachers (who by then numbered two women alongside eight male contributors), in the 16th edition of their Gynaecology text, continued, as in earlier editions, to refer to early pregnancy loss as 'abortion'. They began the chapter on this subject by asserting 'the terms abortion and miscarriage are synonymous'. They continued to use the terms interchangeably in their text, but conceded 'generally miscarriage carries connotations of spontaneous loss and is best used when talking to women'.
The actual clinical language used in conversation between doctors and patients at this time is not recorded. However, in 1988 one doctor felt compelled to write to the BMJ, advising that:
Abortion was discussed during a recent phone in programme on BBC Radio Derby. A number of women listeners expressed their objection to the term "abortion" when it referred to the spontaneous event. They were unanimous in their wish that the terms "miscarriage" should be used instead... 17 Evidently, the shift in medical terminology occurred slowly among doctors as represented by the authors of journal articles, correspondence and textbooks. The following sections consider some of the factors apparent in the medical literature of the time that may have prompted Richard Beard to call for change in 1985 and that would have enabled a change in medical terminology.
ABORTION LAW
Before the 1967 Abortion Act eased legal impediments to ending an unwanted pregnancy, the distinction between 'spontaneous' and 'induced' abortion alluded to in medical journals and textbooks of the time remained academic.
Although many abortions were carried out illegally, women who developed problems afterwards would rarely disclose their procedure for fear of criminalising themselves. Instead, they might claim to have had a 'spontaneous' abortion (miscarriage). Meanwhile, clinicians would not normally have been able to distinguish between 'spontaneous' and 'induced' abortions, despite their recognition that many cases of early pregnancy bleeding (particularly instances of 'septic abortion', in which pregnancy loss was complicated by infection) were accounted for by illmanaged illegal abortion attempts.
In 1961 an article in the BMJ observed that:
It is notoriously difficult to obtain reliable histories from patients suffering from septic abortion, and it is often suspected that criminal interference, which the patient will not acknowledge, has taken place.
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A 1964 BMJ article on the subject of 'bleeding in early pregnancy' spoke of 'criminal interference' that 'such interference is so often denied, even when it is obvious, that many doctors do not inquire about the possibility.' 19 Textbooks of the era exhibit similar suspicions. In 1966, the year before the Abortion Act was passed, the 11th edition of Obstetrics by Ten Teachers advised doctors on how they might discern an induced abortion when, presumably, it was not admitted by the patient: 'the presence of abrasions or lacerations in the genital tract... strongly suggests criminal interference.' Nonetheless, 'criminal abortion' was listed alongside other presumptive, but apparently indeterminable, 'causes of abortion' that were 'to a certain extent, theoretical and arbitrary'. These included: 'reflex stimulation of the uterus by emotional disturbances' and 'coitus during the first 3 months of pregnancy'.
Before 1967, statutes relating to pregnancy termination prevented doctors discerning abortions that were 'induced' from those that were 'spontaneous'. Distinction between 'abortion' and 'miscarriage' was impossible in clinical practice and meaningless in clinical language.
ULTRASOUND TECHNOLOGY
The 'clinical varieties of abortion' had long been distinguished and systematised in medical textbooks. With the aid of illustrative line drawings and monochrome photographs of pathological specimens, consecutive editions of the Ten Teachers' texts had elaborated an inventory of: threatened, inevitable, complete, incomplete, septic, missed and habitual abortions.
Since they were first described, the difficulty of distinguishing these clinical varieties in practice had remained unchanged. Before ultrasound technologies permitted clinicians to look inside the wombs of women experiencing pain or bleeding in early pregnancy, it was impossible to discern the varieties of abortion and distinguish these from a potentially life threatening 'tubal' (ectopic) pregnancy. Often the only effective diagnostic method was hospital admission and a prolonged period of observation. The pathological specimens featured in textbooks of this era attested to an impasse: until the uterus expelled its content, or emergency surgery was carried out, or the mother died, it might be impossible to discern the cause of bleeding occurring in early pregnancy. Ultimate diagnostic knowledge was as likely to be obtained by the hospital pathologist as by the clinician.
Ultrasound changed this. Evidence produced in the mid-1970s had endorsed 'the diagnosis of early pregnancy failure by sonar' 20 and demonstrated the benefits of this technique over the traditional methods of urinary hormone assays and clinical judgement. 21 The early years of the 1980s saw elaboration of understanding of ultrasound's value in the specific context of early pregnancy problems 22 23 along with growing acknowledgement of its routine potential in early pregnancy. 24 Demonstrating the timely relevance of ultrasound to understanding of 'spontaneous abortion' and the speed of developments around this time, in 1984 a Canadian research group claimed 'the second report on the frequency of spontaneous abortions in ultrasound-assessed intact pregnancies' 25 just 6 weeks after a Dutch group had claimed the 'first report' of this subject. 26 In 1980, the 13th edition of Gynaecology by Ten Teachers gave ultrasound only a limited place in the assessment of early pregnancy bleeding ('threatened abortion'). A single sentence alluded to the role of the unfamiliar-sounding technology: 'After the 12 th week the ultrasonarscope (e.g. Sonicaid) may be used to determine whether the fetus is alive.' Five years later, in the 14th edition of that textbook, the single sentence on the use of ultrasound in threatened abortion had expanded to become a paragraph that sounded very much more enthused:
As soon as the initial bleeding has stopped an ultrasonic scan is performed. This will reveal whether or not the pregnancy is intact...
...With a high resolution real time mechanical sector scanner cardiac activity can consistently be recognised at 8 weeks.
During the early 1980s, developments in relation to ultrasound technology and its application in the context of early pregnancy problems changed clinical practice. By the middle of the decade, a survey of general practitioners' management of bleeding in early pregnancy found that 'the patient was sent to hospital for ultrasound examination as an outpatient by 1045 (81%) respondents'. 27 In 1990, the 15th edition of the Ten Teachers text reflected that:
The management of patients with bleeding early pregnancy has been enormously simplified by ultrasound. Prior to ultrasound, patients with a missed abortion often spent many days in hospital until it became clinically clear that the pregnancy had ended.
Textbooks replaced pictures of pathological specimens from early pregnancy with reproductions of ultrasound images and similar images could now be reproduced by doctors in clinics equipped with their own ultrasound scanner. For the first time in the medical history of early pregnancy, hospital clinicians with appropriate hardware could render technical, textbook knowledge of systematised early pregnancy pathologies directly and in 'real time' from the female bodies lying before them. Richard Beard's 1985 'miscarriage or abortion?' Lancet letter attests to the potential impact of ultrasound technology upon medical terminology, and to the application of technologically determined medical language to women's experiences:
'Intrauterine death at x weeks' is really a more satisfactory way of accurately describing what has happened and is appropriate now that ultrasound can distinguish between the blighted ovum and a fetus that has developed but died. 1 Accurate descriptions and conformity in language would become a feature of new technology-derived medical knowledge and physicians' new diagnostic authority. 
THE BASIS OF PERINATOLOGY
By the 1980s, thanks to legal and technical developments, early pregnancy loss could increasingly be diagnosed by doctors.
However, it remained ambiguously designated: 'abortion' was often used in the medical literature without a clarifying prefix ('spontaneous' or 'induced') to describe spontaneous pregnancy loss, 28 induced termination of pregnancy 29 or (deliberately exploiting the dual meaning of the term) both. 30 Early pregnancy loss also remained ambiguously positioned: it had not yet been claimed by a specialist group. Research on the subject frequently appeared in the general medical journals and was carried out by a wide range of contributors (including paediatricians, 31 medical geneticists, 32 psychiatrists, 33 epidemiologists, 34 general physicians 35 When the 2nd edition of Beard's Fetal Medicine textbook appeared it had expanded by over 50%: from 542 pages in 1976 to 823 pages in 1984. With regard to 'spontaneous abortion', the 1976 1st edition referred only to the possible causative role of immunological factors; in 1984, the 2nd edition text referred in seven separate entries to the potential significance of a variety of hormones, immunological and infective agents. The growing knowledge base of perinatology was addressing the problems of early pregnancy.
As Professor and Head of the Department of Obstetrics and Gynaecology in St Mary's Hospital, London, between 1972 and 1996, Richard William Beard was a forerunner in the process of perinatal medicine's subspecialisation. As well as his textbook on the subject, he published dozens of papers relaying the findings of his research in fetal physiology and monitoring. Beard was also a frequent letter-writer: the correspondence columns of the Lancet carry one or more of his contributions almost every year from the mid-1970s to mid-1980s. His letters evidence a concern for the improvement of women's experiences of health and healthcare 37 as well as efforts to defend his professional interests. 38 In the 'Miscarriage or abortion?' Lancet letter published in 1985, Beard was defining appropriate medical terminology for pregnancy loss and defining the subject's position within his subspeciality, and defining his own authority in that field.
A WOMAN-CENTRED APPROACH
Richard Beard's acknowledgement of women's emotional reactions to miscarriage and of the distress caused by the medical terminology of 'spontaneous abortion' suggests the influence of contemporaneous non-medical developments. Although miscarriage and the upset that it could cause women might have posed difficulties to feminists on account of its resonance with antiabortionist argument, some notable advocates sought to encourage a more woman-centred approach among health professionals.
The Miscarriage Association had been established in 1982 to offer information and support to women affected by pregnancy loss. Richard Beard acknowledged in his Lancet letter that 'the Miscarriage Association found that 85% of women who have had a miscarriage felt strongly that the word abortion should be changed'.
In 1984, sociologists Ann Oakley and Helen Roberts along with general practitioner Ann McPherson had published Miscarriage: the 'first British book of its kind on the subject'. Writing for 'women having miscarriages and those providing care for them', they sought to address 'the surprising lack of information that there is, especially in the areas of women's emotional reactions to miscarriage, and with respect to what is considered appropriate treatment by the professionals'. Early in the book the point about terminology ('miscarriage' preferred to 'abortion') was made emphatically and emotively. Richard Beard in his Lancet letter makes no reference to Oakley, McPherson and Roberts, but their analysis of the issue is echoed distinctly in his.
The early 1980s were a dynamic period for feminist politics. The high-profile and widely-reported case of Wendy Savage in 1985 prompted consideration within the medical profession of the role of women as doctors and as pregnant patients.
i A comprehensive BMJ write-up of the Savage case in June 1985 described 'a battle between the high tech, interventionist, hospital based school of obstetric practice and the community based, woman centred approach' of Savage. 39 It was a battle undoubtedly won by the woman-centred approach. Richard Beard would align with that approach a few months later when he acknowledged that 'our patients always speak of 'miscarriages' and called for 'all health professionals, to start using the word miscarriage rather than abortion.'
FUTURE MEANINGS
The conscious distinction by doctors of 'miscarriage' from 'abortion' ('induced' and 'spontaneous') may be seen to have reflected certain legal, technical, professional and societal developments. The distinction in language may also be read as part of the process of assigning meaning to those women to whom the language was applied, a process by which women who experience miscarriage could be defined as distinct from women who experience an induced abortion. Future work should elaborate these meanings, but some initial impressions are offered below.
Political implications of Beard's 'Miscarriage or abortion?' letter became apparent only a fortnight after its publication when the Lancet printed a response from Caroline Woodroffe, then General Secretary of the Brook Advisory Centres. Woodroffe highlighted a further benefit of Beard's suggested change in terminology: that 'confusion in Parliament and public debate would also be reduced.' 40 Considerable public and i Wendy Savage was suspended on full pay from her obstetric consultancy pending the outcome of an inquiry into allegations of malpractice. She was reinstated after a much-publicised campaign from local MPs, GPs and hundreds of protesters, and after it had become clear that she had been the victim of vested male professional interests.
parliamentary debate followed shortly when David Alton introduced the Abortion (Amendment) Bill to parliament in autumn 1987.
ii Correspondence in the medical press around this time testifies to the strength of feeling among practitioners and the moral judgements of some doctors relating to abortion, both as an act ('killing foetuses') and as an implication about sexual behaviour. 41 Beard refers tangentially to the moral stigma of abortion in his Lancet letter suggesting that: 'Most women associate the word with what in the past was an illegal act and therefore socially unacceptable...' For doctors (like Beard) dealing with women who had miscarried the distinction of 'miscarriage' from 'abortion' permitted the distinguishing of their patients (and themselves) from a subject that was heavily stigmatised and 'socially unacceptable'.
In his letter to the Lancet, Beard portrays women who miscarry using the following words and phrases: 'unmitigated misery', 'fortitude', 'deep disappointment', 'uncomplaining' and 'at their lowest ebb', an image of suffering consolidated by his final appeal for change 'on humanitarian grounds'. Meanwhile, he uses no adjectives or emotional descriptors in referring to women who experience abortion ( potentially a very difficult life-event). Nor does Beard consider what significance the 'socially unacceptable' term 'abortion' might carry for women who seek a termination of pregnancy (a decision that might be made for a great variety of reasons by women in many different circumstances). Beard's letter demonstrates a selective empathy and represents a construction of the sensitivities of women who experience miscarriage as much as a response to those sensitivities. The distinction in language of 'miscarriage' from 'abortion' at this moment in history facilitated the splitting of two groups of women who could potentially be very differently constructed.
After Beard in 1985 asked 'doctors, indeed all health professionals, to start using the word miscarriage rather than abortion for a spontaneous pregnancy loss', other medical authors subsequently wrote articles whose titles addressed 'Terminology used in early pregnancy loss' 2 and advocated that 'Terminology for early pregnancy loss must be changed'. 42 In each of these instances use of the term 'miscarriage' rather than 'abortion' was advised. Whether or not we perceive that the term 'miscarriage' (as might be suggested) implies an inherent accusation in its literal allusion to a pregnancy miscarried by the mother's womb or that (as might be speculated) the phrase 'spontaneous abortion' ciphers ideas of hysteria and a typically irrational womb impulsively ejecting its content, it is quite apparent that neither of these two terms overtly acknowledges a pregnancy, or a loss. The fact that the phrase 'pregnancy loss' was repeatedly employed by medical authors writing on the subject for other doctors, but was apparently not considered suitable for use in front of, or by, women themselves, is notable. The reluctance of doctors to offer 'pregnancy loss' to women as a possible descriptor might suggest a professional denial of the experience or persisting professional efforts to maintain some sort of control. Following Beard's appeal to doctors and the shift in medical language, there appears to have been less of a shift in the depth of actual woman-centredness likely to be found within the medical profession or in the degree of real empathy likely to be extended toward women who miscarried. Two clinical review papers on the subject of miscarriage published in the BMJ since the turn of the century contained no allusion to potential distress and emotional upset. 43 44 Conversely, during the 1990s and 2000s, medical researchers advocating for improved care after miscarriage tended to emphasise the 'psychiatric morbidity, including anxiety and depression' among women and highlight 'psychiatric cases': 45 46 arguably, by these and other means, miscarriage has tended to be pathologised, perhaps perceived as a potential precursor of psychiatric illness, rather than being acknowledged as a troubling event in its own right, one that lies within the breadth of human experience and that warrants greater physician empathy.
DISCUSSION
The clinical terminology applied to women's health experiences in Britain changed after the mid-1980s when doctors consciously began using the term 'miscarriage' instead of 'abortion' to refer to early pregnancy loss. In this essay I have sought to convey the meaning of this change in language: the factors behind it and its subsequent significance. Until now, Richard Beard's 1985 letter to the Lancet has tended to be perceived as an isolated stimulus to the shift in medical language and as a spontaneous response to women's feelings. However, evidence from medical journals and textbooks of the time reveals how Beard's letter and the change in medical language can be better understood in the context of certain historical developments that enabled and encouraged both the letter-writing and language shift.
From the late 1960s onwards, the changes in Britain's legislation allowing women greater access to abortion services also enabled them to discuss these issues with doctors without fear of being criminalised. In turn, doctors could engage in conversations with women without concern that they were being deceived: specifically, they could be confident that women describing symptoms of spontaneous pregnancy loss were not concealing a deliberate (and previously illegal) termination. Doctors' terminology for early pregnancy loss could now refer to something actually knowable. By the 1980s, developments in ultrasound technology enabled the content of a woman's uterus and any early pregnancy pathologies to be visualised in real time. Doctors were now able to apply their terminology diagnostically in the clinic.
For the first time in the medical history of early pregnancy loss, following the legal and technological developments described above, diagnostic language could be immediately coupled to a clinically knowable reality. For clinicians, this would have conferred greater significance upon the medical terminology and may have heightened consciousness of language in this context. Meanwhile, the need to define accurate and unambiguous terminology for describing diagnoses of fetal loss would have been given impetus by rapidly expanding medical knowledge of the fetus and the establishment of a new fetalii The Bill proposed reducing the upper limit for abortion from 28 to 18 weeks. Although the David Alton's 1988 Abortion (Amendment) Bill ultimately failed, it shifted the focus in abortion debates toward the issue of the lower limit of fetal viability. At the time this was acknowledged by members of the medical profession to be 24 weeks. Consequently, when an amendment to the Abortion Act was included in the 1990 Human Fertilisation and Embryology Act, it redefined the upper limit for abortion: reducing it from 28 to 24 weeks. This legal defining of potential fetal viability in the context of abortion determined the terms of the 1992 Still-Birth (Definition) Act. That 1992 Act stipulated that, for the purposes of registration of births and deaths, the diagnostic cut-point between still-birth (the registered intrauterine death of a potentially-viable fetus) and miscarriage (the non-registered demise of a non-viable fetus) would also be reduced from 28 to 24 weeks. Despite efforts to distinguish them, in 1992, as in 1967, miscarriage, its margins and its meanings were once more being defined by the law relating to abortion. focused medical speciality. Consistent with this, the communication that sought to define the terminology came from a senior figure at the forefront of this burgeoning speciality.
The emotional experiences of women who miscarry were the most proximal stimulus to Richard Beard's writing and the justification that he refers to in his letter. Most probably, given the temporality of other writing on this issue, these experiences were acknowledged after being channelled by women's associations and feminist commentators. The fact that the emotional experiences of women formed the basis for Beard's appeal to doctors suggests that these experiences, in theory at least, had some importance for clinicians, reflecting a growing value placed upon empathy and the patient's experience.
Despite the prominence of empathy implied in the call for doctors to use the term 'miscarriage' instead of 'abortion' when referring to early pregnancy loss, it is doubtful whether the subsequent shift in language among clinicians was accompanied by any similar shift toward more genuinely empathic medical care for women who experienced miscarriage. Conceivably, the emphasis upon 'empathic' terminology made the real challenge (an empathetic response to the loss not only of a pregnancy, but of an expected child, motherhood and apparent certainties) appear amenable to a simple technical solution (the substituting of one word for another). This may have aided the language shift among doctors, and brought some small improvement to the experiences of women who miscarried, but it did not necessarily betoken a more empathic or women-centred approach.
In 1998, a BMJ editorial wondered whether using the term 'miscarriage' rather than 'abortion' was really the medical profession's most effective intervention in the context of pregnancy loss. It warned that changing medical language 'while laudable in its intentions, may not be enough to alleviate mothers' dissatisfaction with the care that they receive. The risk is that mere use of 'correct' terminology... could lead to professional complacency.' 47 The importance of ensuring appropriate standards of care is underscored by the estimation that one in five pregnancies will miscarry, and most of these women will seek medical attention. Research findings have demonstrated repeatedly that mothers' dissatisfaction with medical care in the context of early pregnancy loss has not yet been alleviated in Britain. 48 49 In October 2011, the internet based charity 'Mumsnet' felt compelled to launch a campaign for 'Better Miscarriage Care'. 50 The first ever NHS guideline dealing specifically with the issue of miscarriage was published in December 2012; it placed considerable emphasis upon the need for support, information-giving and the offer of follow-up for women. 51 This may represent a significant development, but the shift of medical language from 'abortion' to 'miscarriage' reminds us that it will take more than words to truly improve patients' experiences.
